One hundred and forty-eight patients undergoing "pin-and-plate" repair of fractured neck of femur received either subarachnoid blockade or general anaesthesia. The patients were followed up for 1 year after surgery. At the end of the year, 34% had died and 50% had returned home. Twelve per cent were either in hospital or in institutional care; 4% were lost to follow up. The mean duration of acute plus convalescent hospital bed nmipanry aaiMil Hny« TTwr^ wn« a jignltiranrly 1 freer mnrTjIity in thr mihnr«rtin"id Rnp^whitir giriip fry 14 days after surgery. The majority of the deaths in the general anaesthetic group were clustered between 6 and 16 day*. However, at the end of 2 months the mortality rates were similar inbothgroups.lt is conceivable that the difference in the distribution of deaths between the groups was a result of thrombo-embolism.
nail/plate) at the Western Infirmary, Glasgow, were allocated randomly, to receive subarachnoid spinal block or general anaesthesia. All received an infusion of crystalloid fluid i.v. for a minimum of 12 h before operation, to Tninimiw; the problem of dehydration which is common in such patients. Although many of the patients suffered from medical problems common to their age group, it was rare for these to result in postponement of the operation. Over the period of the study, operation was postponed in only two patients (not included in the 150) (because of gross nnarmia and gross hypokalaemia). No formal premedication was given although analgesic drugs had been administered as required. The anaesthetics were administered by P. McK. and H.Y.W.
Anaesthesia
General anaesthesia group (75 patients). Anaesthesia was induced with Althesin 1 -3 ml i.v. Suxamethonium 50 mg was given to facilitate tracheal intubation and anaesthesia was maintained with halothane 0.75-1.25% and 66% nitrous oxide in oxygen. The patients breathed spontaneously.
Subarachnoid anaesthesia group (73 patients).
Hyperbaric 0.5% cinchocaine 1.3-1.5 ml was injected to the subarachnoid space using a 22-gauge needle at the L3-4 or L4-5 space, with the patient in a lateral horizontal position and with the fractured hip dependent. Following the injection the patient was returned to the supine horizontal position. In two patients the subarachnoid space could not be identified and these patients received general anaesthesia and were excluded from the study.
Small doses of diazepam i.v. were given if sedation was required and one patient received metoclopramide for nausea.
Blood loss during surgery was estimated by the weighing of swabs and the measurement of suction losses. The duration of the operation was recorded. Each patient's postoperative course was followed closely by inspection of case notes and, subsequently) by questionnaires to general practitioners, convalescent homes, institutions and so on. Although the cause of death was sought, postmortem examinations are seldom undertaken in this age group and information is often sparse. Therefore we report only the suspected causes of death occurring in acute hospital in-patients. Differences in mortality rates at different time intervals were analysed by the Chisquare test with Yates' correction.
RESULTS
There were no statistically significant differences between the groups in respect of mean age, sex distribution, source of admission, duration of surgery, blood loss at operation, or interval between admission to hospital and operation (table I) . Table II lists the location of the patients or outcome at the end of 1 year. There was no important difference in the long-term outcome between the two groups. Including patients who died, the mean length of stay (± SEM) in the acute hospital was 42.9 (± 7.94) days for the general anaesthetic group and 38.8 (± 6.5) for the patients receiving subarachnoid blockade. The mean duration of all types of hospitalization was 82.9 days (±13.2) for the general anaesthetic group and 85.9 days (±13.3) for the subarachnoid group.
The cumulative percentage mortality in the first 8 weeks following operation is shown in figure 1. At 14 days after operation, cumulative mortality was significantly lower (P<0.05) in the subarachnoid group (4.2%) than in the general anaesthetic group (16%). Between days 6 and 16 there was a marked clustering of deaths in the general anaesthetic group which did not occur in the other group. However, by the end of 2 months there was no difference in mortality between the groups. The recorded causes of death (according to the hospital notes) in the first 28 days are listed in table III. While "pneumonia" is the main cause in the subarachnoid group, thrombotic or thrombo-embolic events were the probable main causes in the patients receiving general anaesthesia.
DISCUSSION
This study has demonstrated that the early mortality associated with surgical correction of fractured neck of femur was decreased significantly following subarachnoid anaesthesia in comparison with general anaesthesia. However, we cannot now concur with the view (McLaren, Stockwell and Reid, 1978; Davis, Laurenson and Quince, 1980; Davis and Laurenson, 1981 ) that subarachnoid anaesthesia is the preferred method, since long-term follow-up has demonstrated that this apparently beneficial effect was not evident 2 months after surgery and, as such, confirms the results obtained by Wickstrom, Holmberg and Stefansson (1982) . In addition, subarachnoid anaesthesia was not superior in respect of duration of bed occupancy, and demands for psychogeriatric and community care f acuities (table II) . The overall mortality at the end of the first year after surgery was higher in the present study (34.4%) than the 19.3% reported in a multi-centre study of 1503 patients with suspected fracture of the femur (Barnes et al., 1976) . However, approximately 16% of patients were lost to follow-up in that study and, thus, the mortality may be an underestimate. The predicted annual mortality rate for a population of age and sex distribution similar to that of the present study is 9% (Scottish Home and Health Department Mortality Statistics, 1973). There was a striking and significant difference in mortality between the two groups by 14 days after surgery ( fig. 1) . Although the cause of this difference has not been studied in the present investigation, the riming of deaths in the general anaesthesia group might suggest a difference in the extent of thromboembolism between the two groups.
Several recent studies have shown subrachnoid or extradural anaesthesia to be associated with a lower frequency of deep venous thrombosis when compared with general anaesthesia in patients undergoing total hip replacement (Thorburn, Louden and Vallance, 1980; Modig et al., 1981) , open prostatectomy (Hendolin, Manila and Poikolainen, 1981) , and fractured neck of femur (Davis, Laurenson and Quince, 1980) . However, the last study used the fibrinogen uptake test to detect deep vein thrombosis,-a method with a high false positive rate following hip surgery (Louden et al., 1978) .
There are several possible mechanisms for these effects. Lower limb blood flow increases after extradural anaesthesia (Modig et al., 1981) , and decreases following the induction of general anaesthesia (Clark and Cotton, 1968). In a group of patients included in the present study, Drummond and colleagues (1980) showed a significant decrease in whole blood viscosity and increased red cell def ormability after subarachnoid anaesthesia, and approximately the inverse effect after general anaesthesia. These changes could affect the liability to thrombotic events, and the adequacy of organ perfusion. Extradural anaesthesia produces less depression of fibrinolytic activity after operation (Modig et  al., 1983) , and systemically administered local anaesthetic agents have been demonstrated to decrease the frequency of deep venous thrombosis after operation (Cooke et al., 1977) . In a recent study (Wickstrom, Holmberg and Stefansson, 1982), 169 female patients (aged 70 yr or more) were followed up for 4 years after surgery for fractured neck of femur. Five different anaesthetic methods were used, one of which was an extradural technique, but there were no important differences in mortality between techniques. In particular, there was no significant difference between the techniques within the first 4 weeks after surgery. Longterm survival was dependent mainly on the age of the patient and the type of fracture.
The present study re-emphasizes the problems of convalescence after surgery in the elderly with fractured neck of femur and the enormous burden placed upon health care resources. It appears that subarachnoid anaesthesia has no benefit over general anaesthesia in decreasing this burden. 
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Sc aHminiWrA yn f*>a nnfl pyif f Tf aJQ gf n*\ nl ya <U"a Una nnmtrinm pnr bloqueo iub-ttracnoidco a 148 pacientes sometidos a una composure de "placa y clavo" del cucllo de femur con fracture. Se siguieron a los nwrimtrn ^laiffB 1 arlo dcspu£s dc la<M^IBWV>TI Al fin de un ano, un 34% habian muerto y un 50% habian vuelto a caca. Un 12% se encontraban ya sea en el hospital ya sea en una institucion bajo cuidados; un 4% no pudo ser localizado. La duracion promedia de ocupacion de cam* corretpondiente a la fate aguda y a la fase de convalescencia era de 84,4 dial. Se observo una mortalidad mucho mas baja en el grupo con anestcaia tub-arecnoideo en los 14 dias siguientet a la operacion. La mayoria de lai muertes en el grupo con aneitesia general fueron agrupodas entre el sexto y el 16ovo dias. Sin embargo, al fin de 2 m#^<Hi^ las tasas de "v^taiiHoH ^mn MiTTiilnnit ^n QmhfMt gnipfW-Et posible concebir que la dif erencia en la distribucion de los decesos entre los grupos resultaba de tromboembolia.
